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Background:  Coronary arteries with anomalous origins are rare and often asymptomatic. There is concern for increased risk of sudden 
death when ischemia is noted on exercise, which appears to be greater in those with the left coronary artery arising from the right sinus, 
although they are less prevalent, roughly 1 to 6 compared to the right coronary artery arising from the left sinus.
case:  A 78-year-old woman with discoid lupus and worsening dyspnea on exertion was evaluated for potential cardiac etiology with a 
regadenason nuclear imaging stress test. She developed substernal chest pressure that was non-radiating, rated severe (7 out of 10) 
without nausea or diaphoresis, during regadenason administration. There were concurrent ST-segment depressions in leads II, III, aVF, 
and V2-V5. Her chest pressure resolved with sublingual nitroglycerin. Imaging was not obtained. A year ago, she had normal transthoracic 
echocardiogram and exercise stress test. She had urgent coronary artery catheterization which revealed anomalous right coronary artery 
origin from the left coronary sinus and no other significant lesions.
decision Making:  Signs and symptoms of ischemia are concerning in the presence of anomalous coronary origin. However, given the 
symptoms were provoked on vasodilator administration, the physiologic significance was unclear. We would need to consider potential 
therapeutic procedures with their own attendant risks, including coronary bypass graft, surgical unroofing, or percutaneous coronary 
stenting. We decided to repeat exercise stress echocardiography. She reached 106% of maximal heart rate at 5 minutes of Bruce protocol 
without reproduction of symptoms or ischemic changes on electrocardiogram or echocardiogram. We concluded that her symptoms were a 
response to the vasodilator, but were not indicative of symptoms she would encounter with physiologic stress. We deferred further cardiac 
procedures and she pursued pulmonary testing with her primary care physician.
conclusion:  This case demonstrates the selection and interpretation of testing modalities when a rare, congenital condition, like 
anomalous coronary artery origin, is discovered incidentally in an older adult.
